Objectives-To determine the sexual risk behaviour and the incidence of sexually transmitted diseases (STD) (Genitourin Med 1995;71:172-175) 
Introduction
During recent years military forces are becoming more involved in United Nations (UN) missions the world over. In 1992-93 Dutch troops took part in the United Nations Transitional Authority in Cambodia (UNTAC). This task brought new challenges for the medical service in preparing and supporting these troops. Apart from injuries, we expected to encounter a variety of infectious diseases under the given tropical and primitive circumstances. Reliable recent information on the prevalence of diseases, including STD, in Cambodia turned out to be scarce. ' As we expected to be involved in similar UN operations in future and to be better prepared for the medical consequences, we set up a surveillance system to monitor the incidence of acquired injuries and diseases among our personnel in Cambodia. Before departure all received health education about the risks involved in living and working in a tropical country. Special attention was given to sexually transmitted diseases (STD) and condom use because we assumed that the duration of deployment and the destination would form high risks to seek sexual contacts. A great concern in this respect was the increasing human immunodeficiency virus (HIV) threat in South East Asia. 2 To evaluate the sexual behaviour and the risk to contract STD we undertook a study to determine this behaviour and the incidence of STD in Dutch troops during the Cambodia deployment, on which we report in this article.
Study population and methods
The study-population consisted of three battalions of Dutch marines and naval personnel who served in Northwestern Cambodia during a UN peace keeping mission. Each battalion was initially planned to stay for a 6 month period. On departure all personnel were medically fit for duty and there were no known cases of STD. Operational periods in Cambodia were spent in camps. Contact with the local population or prostitutes could only take place outside these campsites and varied in accordance with the locations and political tension. Troops had the opportunity to take a two week midterm rest and recuperation leave (R&R), which was spent in The Netherlands or in hotels in Thailand (Bangkok and Pattaya), Malaysia (Penang) and Singapore. In addition one or two 48 hour leaves could be spent in hotels in Phnom Penh, Battambang and the Thai border town Aranyaprathet.
Before departure to Cambodia everybody received 4 hours of health and hygiene education from the medical service. This included 30 minutes on sexual risk behaviour and STD, in particular the risk of HIV transmission. The importance of condom use was We obtained written informed consent from all participants. The Dutch Military Medical Committee gave its ethical approval for this study. Data were univariately analysed using the two tailed chi square test. Multivariate logistic regression was used to determine independent risk factors and to adjust for possible confounding.5 P-values of 0.05 or less were considered significant.
Results

POPULATION CHARACTERISTICS
The study population consisted of 2289 persons, 760, 752 and 777 in successive battalion. They spent a total of 11 848 person months on deployment in the period June 1992 until November 1993. There were 2283 males and 6 females. The mean age was 28.1 (standard deviation (SD) 7.4 years; range 17-52). The mean stay was 5. 1 months (SD 1. 1 month; range 0 5-9A4).
We received 1885 (82%) valid questionnaires that were used for analysis. The answer-rates per battalion were 703 (93%), 513 (68%) and 669 (86%) respectively. The lower response in the second group was due to the fact that one company did not get the questionnaire because of logistical problems. If we were to subtract the number of people in this company (n = 130) the answer rate in the second battalion would have been 83%. The age-distribution in this company was the same as in the others. Of the respondents (48%) preferred to spend their R&R in The Netherlands. The other part took their leave in South East Asia.
SEXUAL BEHAVIOUR
From the 1885 persons who handed in the questionnaire, 842 (45%) reported sexual contacts during the deployment, of whom 301 persons (36%) had one to three contacts and 541 persons (64%) had four or more contacts. In the first battalion 276 persons (39%) reported having had sexual contact while in the other two battalions this was 248 (48%) and 318 (47%) respectively. Univariate analysis showed that being younger, not having a steady "sex" partner at home and being in the second or third battalion were significantly and positively associated with having had sexual contacts (table 1) . Multivariate analysis showed that only the first two variables were independent risk factors. In the group reporting sexual contacts (n = 842) we found that in total 750 persons (89 1 %) reported use of In our patient database 43 cases of STD were registered, mostly from the second battalion. In the total population of 2289 persons the attack rate is 1.9%, being 1A4%, 3.5% and 0-8% per successive battalion. Table 5 shows the numbers and types of diagnosed STD per battalion, indicating a majority of gonorrhoea and non gonococcal urethritis (31 cases). Genital ulceration was found in two syphilis patients and one genital herpes patient. All pediculosis cases could be traced back to one location (a brothel in Phnom Penh).
Discussion
The main finding in this study is the low STD rate (1.9%), even though the percentage of reported sexual contacts (45%) was considerable. The reported consistent condom use was high (89%) but the overall failure rate (30%) in this group gives cause for concern.
During the past few years the number of UN missions has increased rapidly and the troops involved are exposed to several health hazards including STD. Over the years studies We have no real explanation for the higher STD incidence in the second battalion. They received the same education and the working conditions were similar. Although they stayed a few weeks longer and had one extra short leave compared with the other two battalions, the occurrence of STD did not increase toward the end of their stay. They showed a higher condom failure rate but on the other hand inconsistent condom use was lower.
We ascribe our low STD incidence to the high consistent and overall condom use (98.8%) among the study population. It is possible that risk behaviour was underreported but the low STD incidence in our troops supports the reported use of condoms. The American study, mentioned earlier, reports an overall condom use of 93%,10 while in the British Military Hospital population 70% stated that they did not normally use a condom." We think that free distribution of condoms and education attributed to the high overall condom use. We took along 24 000 latex condoms of which only a small number was left at the end of the deployment period. Based on the information gathered from the questionnaire, our estimate on the number of sexual contacts in the total study population lies between 4000 and 7000.
Both our education before deployment and the sexual health promotion, given to risk groups and most secondary schools over the last few years in The Netherlands will have contributed to the high condom use. It fits our finding of inconsistent condom use in the age group over 40 years. Finally we realise that our study was conducted at a time of increased awareness in regard to the HIV threat in South East Asia. All personnel had the opportunity to undergo an HIV test voluntarily and we know that about half our population took the test. For legal reasons the results were confidential and not stored in medical records. As far as we know no one was found to be HIV positive.
Although the use of condoms was high we found the failure rate (30%) considerable. One American study showed a failure rate of 27%"3 and a British study showed an even higher percentage of condoms splitting or slipping off (40%).'4 However, both studies show results found among STD clinic visitors. We cannot explain the failure rate in our population since questions on reasons for failure were not included in the questionnaire. One explanation for failure in our population could be the lack of demonstrations on correct condom use during education on prevention of STD. The medical service and the troops themselves thought that this was generally known. Especially in the younger age groups condom use was supposed to be known because of the sexual health education programmes in our country. In future deployments we will pay more attention to the prevention of failure, since consistent condom use alone is not enough to minimise STD. Our findings indicate that certain groups need extra attention.
In conclusion this study shows that with proper education and freely obtainable condoms the risk for acquiring STD among military personnel during deployments can be minimised. More attention must be paid to the prevention of condom failure.
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